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Abstract
Background: Reducing child health inequalities is a global health priority and evidence suggests that optimal
development of knowledge, skills and attributes in early childhood could reduce health risks across the life course.
Despite a strong policy rhetoric on giving children the ‘best start in life’, socioeconomic inequalities in children’s
development when they start school persist. So too do inequalities in child and adolescent health. These in turn
influence health inequalities in adulthood. Understanding how developmental processes affect health in the
context of socioeconomic factors as children age could inform a holistic policy approach to health and
development from childhood through to adolescence. However, the relationship between child development and
early adolescent health consequences is poorly understood. Therefore the aim of this review is to summarise
evidence on the associations between child development at primary school starting age (3–7 years) and
subsequent health in adolescence (8–15 years) and the factors that mediate or moderate this relationship.
Method: A participatory systematic review method will be used. The search strategy will include; searches of
electronic databases (MEDLINE, PsycINFO, ASSIA and ERIC) from November 1990 onwards, grey literature, reference
searches and discussions with stakeholders. Articles will be screened using inclusion and exclusion criteria at title
and abstract level, and at full article level. Observational, intervention and review studies reporting a measure of
child development at the age of starting school and health outcomes in early adolescence, from a member country
of the Organisation for Economic Co-operation and Development, will be included. The primary outcome will be
health and wellbeing outcomes (such as weight, mental health, socio-emotional behaviour, dietary habits).
Secondary outcomes will include educational outcomes. Studies will be assessed for quality using appropriate tools.
A conceptual model, produced with stakeholders at the outset of the study, will act as a framework for extracting
and analysing evidence. The model will be refined through analysis of the included literature. Narrative synthesis
will be used to generate findings and produce a diagram of the relationship between child development and
adolescent health.
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Discussion: The review will elucidate how children’s development at the age of starting school is related to
subsequent health outcomes in contexts of socioeconomic inequality. This will inform ways to intervene to
improve health and reduce health inequality in adolescents. The findings will generate knowledge of cross-sector
relevance for health and education and promote inter-sectoral coherence in addressing health inequalities
throughout childhood.
Protocol Registration: This systematic review protocol has been registered with PROSPERO CRD42020210011.
Keywords: Child development, Primary School, Adolescent health, Inequality, Public health
Background
Reducing child health inequalities is a global health pri-
ority and evidence suggests that optimal development of
knowledge, skills and attributes in early childhood could
reduce health risks from childhood through to adult-
hood [1]. Positive child development in the early years
(age 0–3 years) brings about wide ranging human capital
development in later life which strongly influences well-
being, obesity, mental health, heart disease, literacy and
numeracy, criminality and economic productivity [2].
This evidence for investment in early years on human
capital development and the resultant economic gains in
later life [3, 4], together with the evidence for the early
years as a critical period of development [5], make it a
prime area for public policy and public health invest-
ment. However, current policy (‘best start in life’) and re-
search on health and development has neglected
children from age 5 years to adolescence, and there is
scope for research and action on child health and devel-
opment in this period to evolve from an emphasis on
the first 1000 days and ‘school readiness’ to the first
8000 days in order to support development needs across
children’s life cycle [6]. Understanding how developmen-
tal processes affect health in the context of socioeco-
nomic factors as children age could inform a holistic
policy approach to health and development from child-
hood through to adolescence.
Recognising the interconnected nature of health and
development in childhood, and the importance of socio-
economic circumstance in determining outcomes, many
programmes are in place across the UK which seek to
address health and development across the wider deter-
minants of child health, such as quality early years edu-
cation [7], universal services such as welfare and health
visiting [8], parenting programmes [9] and community
support through children’s centres [10, 11]. Whilst im-
provements for children as a whole are being seen for
some health outcomes (asthma, epilepsy, diabetes) [12],
inequalities in child health are not reducing, with in-
equalities in outcomes in relation to socioeconomic sta-
tus [12] and indeed inequalities in some outcomes are
widening [13]. This is particularly the case for obesity
and mental ill health in early adolescence [14] with
negative consequences for weight [15] and wellbeing
[16] in adulthood. Socioeconomic inequalities in child
development are also apparent. Analysis of the Millen-
nium Cohort Study (a nationally representative cohort
set to follow the lives of over 18,000 children born in the
year 2000) found that UK children from low- to middle-
income families were 5 months behind children from
high-income families in terms of vocabulary skills and
had more behavioural problems at age 5 years [17].
These inequalities in early child development and health
tend to tack forward and increase over time to influence
inequalities in later health outcomes [18].
There is evidence that programmes which encompass
parenting support and early learning opportunities in or
out of the home enhance child development in readiness
for school improving cognitive and non-cognitive skills
in children [19]. Positive cognitive development on start-
ing school is associated with academic achievement by
age 13 years [20] and socio-emotional development by
age 10 years [21]. Non-cognitive skills such as social
skills and self-regulation on starting school also improve
academic success and psychosocial outcomes in subse-
quent years [22]. Whilst the beneficial effects of educa-
tion on health in adulthood acquired through
knowledge, work and social status are clear [23], there is
less evidence of the effect of early child development in-
terventions on health outcomes in childhood; other than
limited evidence for obesity reduction, greater social
competence, improved mental health and crime preven-
tion [24] and on reducing childhood hospitalisations for
infections and injury [25]. So there is evidence that pro-
grammes to enhance child development in readiness for
school improve academic success, socio-emotional and
psychosocial outcomes but the evidence for whether and
how measures of child development impact subsequent
health in childhood is limited.
Child development on starting school is defined in this
study as cognitive or physical or linguistic or socio-
emotional development at school starting age. There is
evidence that measures of cognitive development at pri-
mary school starting age, as a component part of a
model incorporating routinely collected data, predict
socio-emotional behaviour and obesity at age 11 years
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[26]. Moving beyond the predictive value of measures to
understanding early education as a developmental
process in a social context [27] is important if we are to
understand how emerging social and cognitive pathways
in children interconnect with pathways stemming from
socioeconomic circumstances. To improve child health
and address inequality, evidence is needed on the medi-
ating pathways between child development on starting
school and these later child health outcomes and the so-
cioeconomic and environmental factors which shape this
relationship [28].
There is evidence that family stress, material living cir-
cumstances and parental behaviours are the main path-
ways stemming from socioeoconomc circumstance
which lead to inequalities in child health [29]. These fac-
tors are potential modifiers of the relationship between
child development on starting school and adolescent
health. A modifier is a variable which alters the strength
of association between an exposure and an outcome. In
addition to understanding what might affect the strength
of the relationship, it is important to understand what
variables may explain the relationship. Identifying direct
pathways between child development and health (such
as knowledge/literacy and cognitive/social pathways)
aids understanding of mediators of the relationship. A
mediator is a variable which explains the association be-
tween and exposure and an outcome.
Increasing understanding of the pathways between
child development and health is pertinent learning for
improving health because it is the interactions between
early childhood development and the biological and so-
cial changes during mid-childhood, shaped by socioeco-
nomic factors that influence health-related behaviours in
adolescents [30]. However, the relationship between
child development and early adolescent health conse-
quences is poorly understood. Better understanding this
relationship could provide knowledge on targeted public
health interventions in primary school age children and
provide a focus for action and policy coherence across
the health and education sectors; and help to mitigate
the effect of detrimental socioeconomic factors on child
development on later health outcomes and inequalities
in those outcomes. Therefore, the aim of this review is
to summarise evidence on the associations between child
development at primary school starting age (3–7 years)
and subsequent health in adolescence (11–15 years) and
the factors that mediate or moderate this relationship.
Method
Protocol registration
The present protocol has been registered within the
PROSPERO database (registration number
CRD42020210011) and is being reported in accordance
with the reporting guidance provided in the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses Protocols (PRISMA-P) statement [31, 32] (see
checklist in Additional file 1). The planned review will
be reported according to the Preferred Reporting Items
for Reporting Systematic Reviews and Meta-Analyses
(PRISMA) 2020 Statement [33, 34]
Review questions
The planned review will address the following questions:
 What are the associations between measures of
child development recorded at primary school
starting age (3–7 years) and subsequent health in
adolescence (8–15 years)?
 What are the effect modifiers (socioeconomic and
environmental factors) of this relationship? (This
will identify variables which alter the strength of the
observed associations.)
 What are the mediators of this relationship? (This
will identify variables or pathways which explain the
observed associations.)
Study design
We will undertake a participatory systematic review, in-
volving engagement with national and local stakeholders
across health and education sectors. Participation will
occur in the following ways: after an initial scoping
search and review of papers, discussions with stake-
holders will take place to identify any further relevant
studies and to develop an initial conceptual model. This
initial conceptual model will act as a framework for
extracting and analysing evidence identified in the sys-
tematic review. The model will be revised and refined
through analysis of the included literature. Narrative
synthesis will be used to generate findings and produce
a diagram of the relationship between child development
in the early years of primary school and adolescent
health outcomes. This participatory review method adds
value over traditional review methods when clarifying
underlying theory, ensuring all valued outcomes are cap-
tured, adding insight to relationships between outcomes
and understanding of how, when and where interven-
tions may work [35]. Participatory methods to produce
diagrams, maps or models help to uncover theories of
change and assumptions underpinning pathways be-
tween cause and effect [36]. They are increasingly recog-
nised for their potential to make a contribution to
systematic review methodology [37] and particularly in
the field of public health [38].
Information sources and search strategy
MEDLINE, PsycINFO, ASSIA and ERIC will be searched
for results from November 1990 onwards. The reference
lists from all included articles will be searched for
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eligible articles that may have been missed by the elec-
tronic search. Further relevant literature will be identi-
fied through stakeholder discussions. Grey literature
searching will be undertaken by searching relevant orga-
nisations websites and discussions with stakeholders, to
find all relevant literature for inclusion. The search
terms relate to measures of child development in the
early years of primary school and health outcomes in
early adolescence. Studies will be limited to those that
include children, some or all of whom are aged between
3 and 15 years and those that are in English. A pilot
search strategy has been undertaken (Additional file 2).
Data management
Dates of searches and results will be recorded using
Excel. Search results will be downloaded to EndNote
desktop software. Studies identified through reference
searching, stakeholder discussions and grey literature
will be recorded and imported into EndNote
Eligibility criteria
Definition of terms
In this review, child development refers to a measure of
cognitive or physical or linguistic or socio-emotional de-
velopment at primary school starting age (3–7 years).
Inclusion criteria
Observational studies (ecological, case-control, cohort
(prospective and retrospective)) RCTs, quasi experimen-
tal, review level studies including theory papers which
are the following:
 Studies of children that include a measure of child
development at age 3–7 (the age most children
enter pre-school or school) and weight/mental
health outcomes between age 8 and 15 years.
 Studies that explore factors which affect associations
between child development and these outcomes
 Studies that explore mechanisms or pathways
between child development and these outcomes
Cross-sectional studies, conference abstracts, disserta-
tions and studies reporting neither outcomes data nor
mechanism will be excluded.
The population and context, exposure, outcomes and
study designs are described below and summarised in
relation to inclusion and exclusion criteria in Table 1.
Population and context
Studies must include children, some or all of whom are
aged between 3 and 15 years, across socioeconomic
strata in high-income country settings, defined as OECD
membership.
Exposure
A measure of child development at primary school start-
ing age (3–7 years), defined as cognitive or physical or
linguistic or socio-emotional development at school
starting age, including
 School readiness, as measured by scales such as the
Bracken Basic Concepts Scale Revised (BBCS-R) [39]
and Good Level of Development
 Cognitive development as measured by, for example,
non-reading intelligence tests, vocabulary tests,
maths tests or parent/teacher ratings.
 Language and literacy (as measured by academic
achievement test scores such as pre-reading/reading,
vocabulary, oral comprehension, phonological
awareness, pre-writing/writing or verbal skills.
 Emotional well-being and social competence (behav-
ioural assessments of social interaction, problem be-
haviours, social skills and competencies, child-parent
relationship/child-teacher relationship), measured
using the Child Behaviour Checklist.
 Physical development as measured by amount of
physical activity or assessment of gross motor skills.
Primary outcome(s)
The primary outcomes of interest will be weight and
mental health as quantitative data, including measures of
wellbeing. The outcomes measures are the following:
 Weight (BMI)
 Mental health (as measured by standard
questionnaires or clinically)
 Socio-emotional behaviour (as measured by social
competence, emotional competence behavioural
problems, self-regulation and executive function)
 Proxy measures such as dietary habits and behaviour
and measures of wellbeing will be included.
These outcome measures were highlighted in an initial
scoping review of the literature and during discussions
with stakeholders.
Secondary outcome(s)
The secondary outcome of interest is educational out-
comes measured as:
 Performance at the end of primary school (age 10–
11), measured by standardized tests.
The rationale for this outcome is that it facilitates ana-
lysis through consideration of possible temporal dynam-
ics to the relationship under study.
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Development of a conceptual model
We have undertaken a scoping review to identify the
main factors and pathways between child development
at primary school starting age (3–7 years) and subse-
quent health outcomes at age 8–15 years. Meetings with
five stakeholders from local authority, health, education
and voluntary sector were held in September 2020 to ex-
plore perspectives on these pathway areas; considering
in particular, the following:
 How health outcomes in adolescence are most
affected by socioeconomic circumstances in child
development at the start of primary school
 General perceptions of what the mediating pathways
are, including how pathways are connected and
feedback loops
 Where in the system would intervening have most
impact on socioeconomic inequality in child
development on later health outcomes in
adolescence
Participatory methods and tools, including concept
mapping approaches will continue to be used in stake-
holder meetings to finalise a conceptual model of the
pathways (see Fig. 1a for draft). This initial model forms
a framework for the review and provides initial categor-
ies for extracting and analysing evidence from published
studies. The model will then be revised and refined it-
eratively through analysis of the included literature to
produce a final diagram. This will illustrate where fac-
tors in the initial diagram were not reported in the lit-
erature and where there may be associations and
relationships between factors. The model will be used to
formulate a directed acyclic graph (DAG) for further
statistical analysis of the associations and pathways in
subsequent phase of this study (see Fig. 1b).
Selection and data collection process
Articles will be screened using the inclusion and exclu-
sion criteria at title and abstract level, and then at full
article level by the review team. At each stage, a sample




Studies must include children, some or all of whom are aged between 3 and 15
years, across socioeconomic strata in high-income country settings, defined as
OECD membership.
Studies of children from non-OECD countries.
Studies which focus solely on a particular subset
of children with a particular health or
development need.
Exposure A measure of child development at primary school starting age (3–7 years),
defined as cognitive or physical or linguistic or socio-emotional development at
school starting age, measured by any of the following:
• School readiness, as measured by scales such as the Bracken Basic Concepts
Scale Revised (BBCS-R) [39]
• Cognitive development as measured by, for example, non-reading intelligence
tests, vocabulary tests, maths tests or parent/teacher ratings.
• Language and literacy (as measured by academic achievement test scores such
as pre-reading/reading, vocabulary, oral comprehension, phonological aware-
ness, pre-writing/writing or verbal skills.
• Emotional well-being and social competence (as measured by behavioural as-
sessments of social interaction, problem behaviours, social skills and competen-
cies, child-parent relationship/child-teacher relationship).
• Physical development.
Studies that explore socioeconomic and environmental factors which affect
associations between child development at primary school starting age and
these outcomes
Studies that explore mechanisms or pathways between child development at
primary school starting age and these outcomes.
Studies reporting neither data nor mechanism
between exposure and outcome will be
excluded.
Outcome Primary outcome(s)
The review will incorporate evidence health and wellbeing outcomes, reported
between the ages of 8–15 years, specifically:
Weight (BMI)
Mental Health (as measured by standard questionnaires or clinically)
Socio-emotional behaviour




Performance at the end of primary school (age 10–11), measured by standardized
tests.
Studies reporting neither data nor mechanism




Observational studies (ecological, case-control, cohort (prospective and retro-
spective)) RCTs, quasi experimental, review level studies including theory papers
Cross-sectional studies, conference abstracts,
books, dissertations, opinion piece
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will be checked independently by another member of the
review team and inter-rater reliability will be recorded.
Any queries regarding inclusion will be discussed with at
least one other team member. Data extraction using a be-
spoke form will be undertaken for all studies that meet
the inclusion criteria by the lead reviewer and a sample
will be checked independently by another team member.
A data extraction form (Additional file 3) has been devel-
oped using previous expertise of the team and has been
piloted on a sample of different sources. The following
data will be extracted: study design, country, year, study
population, study characteristics, child development meas-
ure, health outcomes, factors affecting associations, path-
ways, main findings, strengths and weaknesses. In cases
where additional data from studies is required, the lead re-
viewer will contact the study authors.
Quality assessment
Quality assessment of the included studies will be con-
ducted using the Liverpool University Quality
Fig. 1 a Conceptual model. How does development in the early years of primary school age children affect health in adolescence in the context
of socioeconomic inequality? early-childhood to early adolescence (age 3–15).:b Illustrative DAG of the relationship between child development
in the early years of primary school and adolescent health
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Assessment Tool (LQAT), which allows for a specific
tool to be used for each study design [40]. This tool has
been independently evaluated against other quality as-
sessment tools [41]. Quality assessments will be done by
the main author and second checked by a member of
the review team and any discrepancies will be discussed.
Strategy for data synthesis
This review is broad in scope and as such it is antici-
pated that there will be considerable heterogeneity be-
tween studies in terms of design and measurements of
the exposures and outcomes. It is anticipated that the
data will not allow for a meta-analysis and as such narra-
tive synthesis will be used for each review question, and
using the conceptual model referred to above to as a
way to synthesise and illustrate the associations, media-
tors and moderators within the identified body of litera-
ture. The Synthesis Without Meta-analysis (SWiM)
guidelines will be used to guide reporting of results [42].
To describe the associations between exposure and out-
comes, studies will be grouped by exposure measure for
synthesis. The quality assessment of individual studies
will be used to determine the strength of the evidence
and greater weight will be given to conclusions drawn
from the most methodological sound and reliable stud-
ies. Summary tables will be produced for each grouping
to describe the exposures, outcomes and effect sizes.
Modifiers and mediators of the relationship will be de-
scribed narratively using structured headings as deter-
mined by the participatory element of the review, as
illustrated in the initial conceptual model (Fig. 1a).
This narrative synthesis will be used to generate find-
ings and will inform a final diagram of the relationship
between child development at primary school starting
age and health outcomes in early adolescence.
Additional analyses
Analysis by geographical context to capture any differ-
ences in the relationship by country will be considered
during the data synthesis and will be identified in the
narrative synthesis.
Confidence in cumulative evidence
In addition to assessing the quality of each individual
paper the overall strength of the review findings will be
assessed drawing on criteria used by Hoogendoom [43]
and Baxter [37, 44] together with principles of GRADE
specific to observational studies [45] .The review find-
ings by typology of papers, grouped by exposure, will be
assessed for relative strength of evidence. The assess-
ment will be based on volume, quality and consistency
in effect sizes in studies. This will allow each review
finding to be graded as either stronger, weaker, incon-
sistent or limited evidence. Assessment on the strength
of evidence in relation to mediators and moderators of
the relationship may be more difficult to grade using
standard tools. Whereby any findings are based on the-
ory papers or author opinion on proposed mechanisms
this will be reflected in the grading of the evidence.
Strength of evidence will also be illustrated in the final
diagram. Agreement on grading of review findings will
be agreed by the whole review team.
Discussion
This review will address an important knowledge gap by
increasing our understanding of the associations be-
tween measures of development and health in childhood,
and the factors which affect these associations. By using
participatory methods alongside systematic evidence
synthesis the review will elucidate how children’s devel-
opment at the age of starting school is related to subse-
quent adolescent health outcomes in contexts of
socioeconomic inequality. This will inform ways to inter-
vene to improve health and reduce health inequality in
adolescents. The findings will generate knowledge of
cross-sector relevance for health and education and pro-
mote inter-sectoral coherence in addressing health in-
equalities [46, 47] throughout childhood.
Any amendments made to this protocol when con-
ducting the review will be outlined in PROSPERO and
reported in the final manuscript. Results will be dissemi-
nated through conference presentations and publication
in a peer-reviewed journal.
Strengths and limitations
This review will provide, for the first time, a systematic
overview of the association between child development
at primary school entry, and adolescent health and fac-
tors that shape this relationship. It will incorporate
stakeholder views to add depth and insight to guide the
review process. The involvement of a sample of stake-
holders raises the potential for biases to be introduced
by selection of stakeholders with particular views, opin-
ions or experiences. The risk of bias will be minimised
by the use of transparent and replicable systematic re-
view methods. The review may also be limited by pri-
mary studies with limited data on the mechanisms
between exposure and outcome. Additionally, risk of
bias in observational primary studies may bias the over-
all review results. This will be addressed at the quality
assessment stage by recording risk of bias and using the
assessment scores to decide the weight to assign to the
conclusions drawn from each review. At review level, the
heterogeneity of the study designs, exposure and out-
come measures will need careful consideration in the
data synthesis with care taken to group studies to ensure
reliable and valid conclusions are drawn.
Black et al. Systematic Reviews          (2021) 10:142 Page 7 of 9
Abbreviations
DAG: Directed acyclic graph; GRADE: Grading of recommendations,
assessment, development and evaluations; LQAT: Liverpool quality
assessment tools; MCS: Millenium cohort study; OECD: Organisation for
economic co-operation and development; PRISMA-P: Preferred reporting
items for systematic review and meta-analysis protocols;
PROSPERO: International prospective register of systematic reviews;
SWiM: Synthesis without meta-analysis
Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13643-021-01694-6.
Additional file 1:. PRISMA-P 2015 Checklist : Impact of child
development at primary school entry on adolescent health – protocol for
a participatory systematic review.
Additional file 2:. Search Terms–sample search strategy (Using obesity
and mental health as example outcomes) for Impact of child
development at primary school entry on adolescent health–protocol for
a participatory systematic review.
Additional file 3:. Data Extraction Form
Acknowledgements
We would like to thank Susan Baxter, Andrew Booth and Mark Clowes for
their helpful comments on earlier versions of this protocol. We are also very
grateful to the stakeholders who contributed to the discussion in designing
the conceptual model.
Authors’ contributions
MB identified the topic and led the study design process with contributions
from all authors. All authors read and approved the final manuscript.
Author’s information
MB is funded by a Doctoral Research Fellowship (DRF) from the National
Institute for Health Research. This review is part of the first phase of the DRF.
She intends to use the findings from this study in future phases of her DRF
which will include analysis to identify and quantify the strength of causal
pathways between measures of ECD and adolescent health.
Funding
This review is funded by the National Institute for Health Research (NIHR
Doctoral Fellowship, Mrs. Michelle Black, NIHR300689). The views expressed
are those of the authors and not necessarily those of the NHS, the National
Institute for Health Research or the Department of Health and Social Care.
DTR is funded by the MRC on a Clinician Scientist Fellowship (MR/P008577/
1).
Availability of data and materials
Not applicable
Declarations





The authors declare they have no competing interests.
Author details
1School of Health and Related Research, The University of Sheffield, Regent
Court, 30 Regent Street, Sheffield S1 4DA, UK. 2Public Health, Policy and
Systems, Institute of Population Health, University of Liverpool, Liverpool L69
3GL, UK.
Received: 6 November 2020 Accepted: 29 April 2021
References
1. Pagani LS, Fitzpatrick C. Children's school readiness: implications for
eliminating future disparities in health and education. Health Educ Behav.
2014;41(1):25–33. https://doi.org/10.1177/1090198113478818.
2. Irwin L, Siddiqi A, Hertzman C, WHO Commision on Social Determinants of
Health. Early Child Development: A powerful equalizer. 2007.
3. Heckman JJ. Skill Formation and the Economics of Investing in
Disadvantaged Children. Science. 2006;312(5782):1900–2. https://doi.org/1
0.1126/science.1128898.
4. Conti G, Heckman J, Urzua S. The education-health gradient. Am Econ Rev.
2010;100(2):234–8. https://doi.org/10.1257/aer.100.2.234.
5. Fox SE, Levitt P, Nelson CA. How the timing and quality of early experiences
influence the development of brain architecture. Child Dev. 2010;81(1):28–
40. https://doi.org/10.1111/j.1467-8624.2009.01380.x.
6. Bundy DAP, de Silva N, Horton S, Patton GC, Schultz L, Jamison DT. Child
and adolescent health and development: realizing neglected potential.” In
Disease Control Priorities In: Bundy DAP, de Silva N, Horton S, Jamison DT,
Patton GC, editors. Child and Adolescent Health and Development,. 8. Third
ed. Washington DC: World Bank; 2017.
7. Melhuish E. Longitudinal research and early years policy development in
the UK. Int J Child Care Educ Policy. 2016;10(1):1–18.
8. Isaacs JB. Starting school at a disadvantage: the school readiness of poor children.
The Social Genome Project. Center on Children and Families at Brookings. 2012.
9. Scott S. National dissemination of effective parenting programmes to
improve child outcomes. Br J Psychiatry. 2010;196(1):1–3. https://doi.org/1
0.1192/bjp.bp.109.067728.
10. Belsky J, Melhuish E, Barnes J, Leyland AH, Romaniuk H. Effects of Sure Start
local programmes on children and families: early findings from a quasi-
experimental, cross sectional study. BMJ. 2006;332(7556):1476. https://doi.
org/10.1136/bmj.38853.451748.2F.
11. Melhuish E, Belsky J, Barnes J. Evaluation and value of Sure Start. Arch Dis
Childhood. 2010;95(3):159–61. https://doi.org/10.1136/adc.2009.161018.
12. Royal College of Paediatrics and Child Health. State of Child Health 2020.
RCPCH; 2020 March 2020.
13. Taylor-Robinson DC, Lai ET, Whitehead M, Barr B. Child health unravelling in
UK. BMJ. 2019;364:l963.
14. PHE. Public Health Profiles Online https://fingertips.phe.org.uk: © Crown
copyright 2020 [
15. Simmonds M, Llewellyn A, Owen CG, Woolacott N. Predicting adult obesity
from childhood obesity: a systematic review and meta-analysis. Obes Rev.
2016;17(2):95–107. https://doi.org/10.1111/obr.12334.
16. Goodman A, Joshi H, Nasim B, Tyler C. Social and emotional skills in
childhood and their long-term effects on adult life. UCL Institute of
Education: a review for the early intervention foundation: early intervention
foundation; 2015.
17. Washbrook EV, Waldfogel J. On your marks: measuring the school readiness
of children in low-to-middle income families. University of Bristol: Resolution
Foundation; 2011.
18. van Zwieten A, Saglimbene V, Teixeira-Pinto A, Howell M, Howard K, Craig
JC, et al. The impact of age on income-related health status inequalities
from birth to adolescence: a systematic review with cross-country
comparisons. J Pediatr. 2018;203:380–90.e14.
19. Britto PR, Lye SJ, Proulx K, Yousafzai AK, Matthews SG, Vaivada T, et al.
Nurturing care: promoting early childhood development. Lancet. 2017;
389(10064):91–102. https://doi.org/10.1016/S0140-6736(16)31390-3.
20. Pan Q, Trang KT, Love HR, Templin J. School readiness profiles and growth
in academic achievement. Front Educ. 2019;4(127).
21. Sabol TJ, Pianta RC. Patterns of school readiness forecast achievement and
socioemotional development at the end of elementary school. Child Dev.
2012;83(1):282–99. https://doi.org/10.1111/j.1467-8624.2011.01678.x.
22. Smithers LG, Sawyer Alyssa CP, Chittleborough CR, Davies NM, Davey Smith G,
Lynch JW. A systematic review and meta-analysis of effects of early life non-
cognitive skills on academic, psychosocial, cognitive and health outcomes. Nat
Hum Behav. 2018;2(11):867–80. https://doi.org/10.1038/s41562-018-0461-x.
23. Braveman P, Egerter S, Williams DR. The Social Determinants of Health:
Coming of Age. Ann Rev Public Health. 2011;32(1):381–98. https://doi.org/1
0.1146/annurev-publhealth-031210-101218.
Black et al. Systematic Reviews          (2021) 10:142 Page 8 of 9
24. D'Onise K, Lynch JW, Sawyer MG, McDermott RA. Can preschool improve
child health outcomes? A systematic review. Soc Sci Med. 2010;70(9):1423–
40. https://doi.org/10.1016/j.socscimed.2009.12.037.
25. Cattan S, Conti G, Farquharson C, Ginja R. The health effects of Sure Start.
London: Institute for Fiscal Studies; 2019.
26. Straatmann VS, Pearce A, Hope S, et al. How well can poor child health and
development be predicted by data collected in early childhood? J
Epidemiol Community Health. 2018;72:1132–40.
27. Zajacova A, Lawrence EM. The relationship between education and health:
reducing disparities through a contextual approach. Annu Rev Public Health.
2018;39(1):273–89. https://doi.org/10.1146/annurev-publhealth-031816-044628.
28. Dornan P, Woodhead M. How inequalities develop through childhood: life
course evidence from the young lives cohort study,. Office of Research
Discussion Paper No.2015-01, UNICEF Office of Research, Florence.; 2015.
29. Pearce A, Dundas R, Whitehead M, Taylor-Robinson D. Pathways to
inequalities in child health. Archives of Disease in Childhood. 2019(1468-
2044 (Electronic)).
30. Sawyer SM, Afifi RA, Bearinger LH, Blakemore S-J, Dick B, Ezeh AC, et al.
Adolescence: a foundation for future health. Lancet. 2012;379(9826):1630–
40. https://doi.org/10.1016/S0140-6736(12)60072-5.
31. Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, Petticrew M, et al.
Preferred reporting items for systematic review and meta-analysis protocols
(PRISMA-P) 2015: elaboration and explanation. BMJ Br Med J. 2015;349(jan02
1):g7647. https://doi.org/10.1136/bmj.g7647.
32. Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. Preferred
reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015
statement. Syst Rev. 2015;4(1):1. https://doi.org/10.1186/2046-4053-4-1.
33. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD,
et al. The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ. 2021;372:n71.
34. Moher D, Liberati A, Tetzlaff J, Altman DG, The PG. Preferred reporting items
for systematic reviews and meta-analyses: The PRISMA Statement. PLOS
Med. 2009;6(7):e1000097. https://doi.org/10.1371/journal.pmed.1000097.
35. Harris J, Croot L, Thompson J, Springett J. How stakeholder participation can
contribute to systematic reviews of complex interventions. J Epidemiol Community
Health. 2016;70(2):207–14. https://doi.org/10.1136/jech-2015-205701.
36. Weiss CH, editor Nothing as Practical as Good Theory : Exploring Theory-Based
Evaluation for Comprehensive Community Initiatives for Children and Families 2011.
37. Baxter SK, Blank L, Woods HB, Payne N, Rimmer M, Goyder E. Using logic
model methods in systematic review synthesis: describing complex
pathways in referral management interventions. BMC Med Res Methodol.
2014;14(1):62. https://doi.org/10.1186/1471-2288-14-62.
38. Black M, Barnes A, Baxter S, Beynon C, Clowes M, Dallat M, et al. Learning
across the UK: a review of public health systems and policy approaches to
early child development since political devolution. J Public Health. 2019.
39. Bracken BA. Bracken Basic Concept Scale - Revised. San Antonio, TX:
Psychological Corp; 1998.
40. Pope D. Introduction to systematic reviews (lecture). Liverpool: University of
Liverpool; 2015.
41. Voss PH, Rehfuess EA. Quality appraisal in systematic reviews of public
health interventions: an empirical study on the impact of choice of tool on
meta-analysis. J Epidemiol Community Health. 2013;67(1):98–104. https://
doi.org/10.1136/jech-2011-200940.
42. Campbell M, McKenzie JE, Sowden A, Katikireddi SV, Brennan SE, Ellis S,
et al. Synthesis without meta-analysis (SWiM) in systematic reviews:
reporting guideline. BMJ. 2020;368:l6890.
43. Hoogendoorn WE, van Poppel MN, Bongers PM, Koes BW, Bouter LM.
Physical load during work and leisure time as risk factors for back pain.
Scand J Work Environ Health. 1999;25(5):387–403. https://doi.org/10.5271/
sjweh.451.
44. Baxter S, Johnson M, Chambers D, Sutton A, Goyder E, Booth A. The effects
of integrated care: a systematic review of UK and international evidence.
BMC Health Serv Res. 2018;18(1):350. https://doi.org/10.1186/s12913-018-31
61-3.
45. Guyatt GH, Oxman AD, Sultan S, Glasziou P, Akl EA, Alonso-Coello P, et al.
GRADE guidelines: 9. Rating up the quality of evidence. J Clin Epidemiol.
2011;64(12):1311–6. https://doi.org/10.1016/j.jclinepi.2011.06.004.
46. World Health Organization Regional Office for Europe. Multisectoral and
intersectoral action for improved health and wellbeing for all: mapping of
the WHO Eurpoean Region. Governance for a sustainable future: imprving
health and wellbeing for all. 2018.
47. Marmot M, Friel S, Bell R, Houweling TAJ, Taylor S. Closing the gap in a generation:
health equity through action on the social determinants of health. The Lancet.
2008;372(9650):1661–9. https://doi.org/10.1016/S0140-6736(08)61690-6.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Black et al. Systematic Reviews          (2021) 10:142 Page 9 of 9
